SUMMARY A six month evaluation of the costs of a regional neonatal medical and surgical unit was carried out. The total cost for six months was £970 000 and this covered 4349 inpatient days and 282 admissions. For medical cases the cost ranged from £132 to £27 600 and the mean daily cost for different weight groups ranged from £159 to £274. The average daily cost for regional patients at £258 was greater than for district patients who cost £199. Altogether 23 medical patients weighing less than 1000 g at birth were admitted. The total cost for nine of these infants who died was £30 991-about 3% of the unit's total budget.
It is widely accepted that improvements in neonatal care and in particular the provision of intensive care facilities has reduced mortality in preterm infants.' Surprisingly little, however, is known about the financial costs of such treatment. In the United Kingdom there have been only two comprehensive studies that have assessed the economics of neonatal 2 3 intensive care. When in 1984 a new mixed medical and surgical neonatal unit was opened in this hospital an evaluation officer (AS) was specifically appointed to study the cost of running the unit. We believe that there is a need for more information concerning the economics of neonatal care if known deficiencies in the allocation of resources are to be corrected.
Methods
This evaluation was carried out on the neonatal unit of the General Infirmary at Leeds; this is a regional referral centre for both medical and surgical admissions. There are roughly 48 000 deliveries per year in the Yorkshire region with about 4500 births per year in this hospital. Within the neonatal unit there is a surgical area (10 cots), an intensive care area (six cots designated for ventilation), and a special care baby unit (20 cots). Although there are many occasions when more than six babies receive intensive care, the nursing establishment is based on these figures. In addition to admissions from our own delivery suite (including in utero referrals) there is also a 'flying squad' that transfers outborn referrals requiring intensive care.
In 1985 an evaluation officer (AS) was appointed for six months (February (2967) 92 (1382) 282 (4349) largely preterm infants suffering from respiratory and other complications. Surgical patients consisted largely of those with malformations and those with surgical complications of prematurity (for example, necrotising enterocolitis). Included in these figures were seven admissions to the unit who despite being older than 4 weeks required the specialised care available on this unit. They were included for complete accuracy. They spent a total of 23 inpatient davs at a total cost of £6000. During the evaluation period direct treatment costs amounted to £556 000 (table 2). When this was allocated to each area of care and then divided by total inpatient days for that area the daily direct treatment cost could be calculated: intensive care £294 per day, special care £89 per day, and surgical care £125 per day. The estimated cost for each facility used in the category of patient treatment costs and the total cost to the newborns' unit of these facilities is shown in table 3. Patient treatment costs were £104 000 in total. The general service cost for the unit for the six month evaluation was estimated at £312 000. When these two additional elements of cost were included the average charge for intensive care was £467 per day while for special care it was £166.
The analysis of cost for district and regional 
Discussion
While it is widely accepted that the provision of neonatal intensive care has been associated with an improved survival for very low birthweight babies,' only two studies have comprehensively investigated the costs of such care in the United Kingdom.2 3 The total cost for 119 district and 71 regional medical patients was similar: £320 000 and £350 000, respectively, with the average cost for regional patients being £5000 compared with £2700 for district patients. This is due to the longer average stay (19 days against 13 days) for regional patients and their greater average daily cost. The above trends are reversed if we consider only the 63 very low birthweight babies admitted who constituted 57% of regional and 21% of district admissions. The district admission babies stayed longer on average (39 days compared with 22 days for the regional patients) and cost £8700 per admission while regional infants cost £5900. The shorter stay for regional babies was because they could be transferred back to their referring hospital to complete their care. The longer average length of stay for regional medical patients weighing >1500 g (17 days) compared with equivalent district patients (seven days) occurred for two reasons: (a) the district patients could complete their hospital care on our transitional care unit and, (b) regional admissions of this weight represented a selected group of very ill patients. The average daily cost of care varied between £187 and £274 for medical patients. The regional admissions required more intensive care (26% of inpatient days) than district cases (17% of inpatient days). This was probably a reflection of the greater number of very low birthweight babies among the regional admissions. Maternal care for mothers transferred with their baby amounted to a total of £20 000 and contributed £14 on average to the daily cost of regional medical patients.
The ethical and economic aspects of the care of the most immature infants (less than 1001 g birth weight) merit, and have received, recent discussion.4 5 Our study showed that of 23 such babies nine died: five on day 1, three more by day 3, and one at 44 days. The average cost for their care was £3443, but actual costs ranged from £498 to £21 859 and for Table 6 shows the comparison between this study with those from Birmingham1 and Liverpool.2 These studies were broadly similar despite being conducted in different financial years and using different methods. Our analysis clearly shows that the major cost incurred in treating very low birthweight babies is staff salaries. Additional patient treatment costs (table 3) are minor but hospital overheads make an important contribution to the total cost of care.
We believe that funding for neonatal care should be based on demonstrated costs. As the future direction of finance within the National Health Service is likely to be based on the concept of semiautonomous budgeting for individual units within hospitals it is important that such budgets should be based on accurate costing information. Furthermore if regional centres are to continue to develop and flourish then appropriate funding must be forthcoming. This should be related to numbers of patients treated rather than by funding intensive care costs that may not reflect the workload.
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